tube; one might use sharp spoons and burrs, and recently he had been using the Yankauer curettes, which brought about a more thorough curettage. But even with this the operation did not turn out satisfactorily. He had no doubt. that it was necessary to close the Eustachian tube in many of these cases. It. was only necessary to watch the mucoid discharge which was seen in the tympanic cavity after mastoid operations to enable one to realize that the discharge was coming from the nasopharynx and Eustachian tube.
Mr. LAKE agreed with Dr. Logan Turner as to the extreme difficulty of closing up the Eustachian tube in such a case. He did not see how one could do so by curetting. Apparently this was the wrong way to attempt it, as the tube had a solid wall. The case would be different if there were soft walls to the Eustachian tube, for then by curetting away the mucous membrane one would find that the cicatricial tissue would form a stricture, and probably entirely close up the orifice. What was required was to give a, redundancy of tissue. If one were not working at an awkward angle, it would be reasonable to try to reflect the mucous membrane round the Eustachian tube and tuck it in. But it was beyond the dexterity of his fingers to accomplish this.
Dr. DUNDAS GRANT said it was most important to attend to the healthy condition of the nasopharynx. Very often with patency of the Eustachian tube there was an excess of mucus in the middle ear after the radical mastoid operation on the occurrence of a catarrh. He did not think that the small amount of moisture there did any great harm; it only meant that the nasopharynx was in an unhealthy condition.
The PRESIDENT said he was an advocate of closure of the Eustachian tube, but he had found difficulty in accomplishing it. He had found the best thing was to preserve, if possible, a small portion of the tympanic membrane, and fold it back over the mouth of the Eustachian tube. This was far better than curetting, and made a more durable cicatrix.
Dr. PETERS, in reply, said it had occurred to him as feasible to inject paraffin at the time of the mastoidectomy. He wondered if this had been tried. Seen again on April 10, 1910. Hearing very defective; examination proved that fluid was present in tympanum, and membrane was punctured again, and from now onwards there was a certain amount of discharge, which was small in amount and was treated by the instillation of " spirit drops." The hearing did not improve.
Early in January, 1911, he noticed a " small lump " in upper part of right neck, and consulted his doctor, who thought the swelling was a tuberculous gland because of strong tuberculous history in members of family. Neither the doctor nor a consulting physician could find any signs of tubercle in the lungs, but in view of tuberculous history injections of tuberculin were given, and the second injection was followed by an evening pyrexia (101°to 1020 F.), which lasted for six weeks, and
only ceased when open-air treatment was commenced. Onlv the two injections were given.
About six weeks after the second injection of tuberculin severe neuralgia commenced, chiefly affecting the right temporal region and behind the ear over the lower mastoid region. It lasted severely for six weeks and rather shifted to the region over the right lower jaw and into the " glandular swelling." When the pain was severe there was a feeling of ntimbness and stiffness over the mandibular region. Associated with the neuralgia was a difficulty in opening the mouth, so that he found it easier to take soft food with a " spoon or the blade of a knife." Some four to five weeks ago he went to a general hospital with a view to removal of the gland, when an examination of the nasopharynx revealed a tumour in the right side of this region; a small portion was removed for examination and was said to be " sarcomatous." Since this removal the patient says he can open the mouth wider-a fact I can confirm, because he lunched with me yesterday and had no difficulty with ordinary soft food. The neuralgia is much better than it was, possibly because by taking aspirin, which quickly relieves the pain, the patient does not allow it to become severe.
Since.April 10, 1910, till yesterday (November 16, 1911), I had not examined the patient, when I found the following conditions: Slight loss of nasal resonance in voice; marked deafness in right ear; slight discharge from right meatus, with perforation in anterior inferior quadrant of tympanic membrane; tests proved deafness to be of middle-ear origin; a hard swelling behind the ascending ramus of jaw; defective mobility of right side of soft palate; the lower edge of a nasopharyngeal growth seen behind and below the right free edge of soft palate, which could be seen in fuller extent by posterior rhinoscopy. Digital examination revealed a definite, smooth growth occupying the right side of the nasopharynx, and obscuring the Eustachian orifice and other anatomical features. This examination was difficult, because of the difficulty of opening the mouth widely. The anaesthesia over the right lower jaw is not very marked. This case is almost identical with the one which I saw with Dr. Edward Law and reported by him to this Section,' and also with those which form the subject of Mr. Trotter's paper in the British Medical Journal, October 28, 1911, " On Certain Clinically Obscure Malignant Tumours of the Nasopharyngeal Wall."2 In all of them is to be noted that curious and almost diagnostic combination of early symptoms-viz., deafness, neuralgia of the second division of the fifth nerve, and impaired mobility of the levator palati muscle. The most common growth producing these symptoms is endothelioma.
In this case, which is now in an advanced stage, operation is out of the question, and we propose to try the application, internally and externally, of radium.
Note.-The early history is given in some detail, because of the prominence which was given to the tuberculous family history.
DISCUSSION.
Mr. MARK HOVELL suggested that Coley's fluid should be tried, as he had seen beneficial results from that treatment.
Dr. DUNDAs GRANT said that at the present time he had a case under observation somewhat similar, but fortunately he got it in an early stage. The patient came to him four weeks ago on account of hmmorrhage, sometimes from his nose and sometimes from his throat. He looked in the usual spots, and saw nothing to explain the hsemorrhage until he examined the nasopharynx, and found what seemed to be a mass of adenoids. On the next visit deafness had developed, and he removed a small portion of the growth for examination. It turned out to be a somewhat indefinite epithelial growth. By means of the post-rhinal mirror he saw that it was chiefly confined to the left side. In the nasopharynx it appeared exactly like adenoids, but it was somewhat more papillated, and hard to the touch. One could feel very deeply over the styloid process a gland which was tender on pressure, and the case would shortly be operated upon by Mr. Wilfred Trotter. ' Vide Proceedings, 1910, iii, p. 28; 1911, The case was a very bad one, but he thought Mr. Tilley had operated on cases as bad, and he himself had certainly got prolongation of life in similar cases on which he had operated; and the patient was kept going for some time by repeated operations when recurrence took place; besides, the patient was much more comfortable than if the growth was allowed to go on without operation. The man was young, and he did not think he should be left to the doubtful benefit of radium in such an inaccessible part.
Dr. DAN MCKENZIE said that he remembered that some years ago Mr. Stuart-Low had, at the Central London Throat and Ear Hospital, a case very similar to this in regard to the ear symptoms, but not showing the appearance of tuberculosis. The patient was an old man who had developed a discharge from his ear, and it was in the routine examination of the case that the discovery of a tumour in the nasopharynx was made. A small portion was removed for examination and was found to be endothelioma. A curious coincidence was that the following week, in the out-patient department, another old man came to him with a similar history-namely, that of an ear discharge of recent origin. The man was deaf, and had some pain in his ear. On examining him with the post-nasal mirror a growth was seen, and this also turned out to be an endothelioma of the nasopharynx. In neither case was the growth removable, and the patients disappeared from observation.
The PRESIDENT said there was a very important otological lesson to be derived from Mr. Tilley's communication, which was brought forcibly home to him a few years ago. This was that when there were frequently recurring attacks of sero-mucous catarrh in one or both ears, most minute attention should be paid to the nasopharynx. One was apt to put it down to cold, to say the person had got a cold again, and the result was that an exhaustive examination of the nasopharynx was not made. What brought this to his mind was that a good many years ago he was consulted by a lady, wbo for some months had very severe attacks of catarrh in one ear. On her coming to him again, after an interval of several months, he found there was some definite infiltration in the nasopharyngeal mucous membrane. It turned out to be a case of carcinoma. Ever since that date, whenever the patient was beyond middle age, he dismissed from his mind the question of cold, and looked out for something worse. With regard to treatment, he would not take the absolutely pessimistic view which Mr. Tilley did, but would be inclined to perform a temporary resection of the upper jaw, and see if the growth could not be removed. He had seen, and successfully operated upon, cases which at first sight seemed to be quite inoperable. Now and then there had been a case in which by doing a fairly formidable operation-either excision of one half of the upper jaw or temporary resection of the upper jaw-the growth had been successfully removed. And although he could not give a case in which recurrence had not taken place, he agreed with Dr. FitzGerald Powellthat the end of such a patient was easier than if no operation had been carried out. He suggested that perhaps Mr. Tilley would reconsider the question of operation.
Mr. TILLEY, in reply, said that a very able and brilliant operator had seen the patient and declined to operate; his opinion was that no permanent good would come of it. When one saw the jaw swung out, and the amount of infiltration which had taken place towards the base of the skull and into the neck, one realized why most of the cases were so hopeless. The patient was a young man, and was anxious to have anything done which would be of benefit. He would be pleased to inform him of the opinions which had been expressed at the meeting, but his own opinion was that it was a bad case, because it infiltrated the whole lateral wall of the post-nasal space so that it could be felt in the thickness of the sub-epithelial tissues about as far as the middle line. To get such a growth out successfully would be a very difficult task. There was no growth in the nasal sinuses; it was a deeply penetrating infiltrating growth starting in the nasopharynx below the Eustachian tube, and extending externally into the upper part of the neck. He was much obliged to Mr. Hovell for his suggestion regarding Coley's fluid. If an operation were decided on and the growth recurred, he would resort to Coley's fluid or radium, or any other agent from which relief might be obtained. If radium was selected in place of an operation a powerful application would be made externally as well as to the growth in the nasopharynx. 
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